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We examined the effectiveness of a psychosocial intervention in reducing mental health symptoms among war-affected children, and the
role of peritraumatic dissociation in moderating the intervention impact on posttraumatic stress symptoms (PTSS). School classes were
randomized into intervention (n = 242) and waitlist control (n = 240) conditions in Gaza, Palestine. The intervention group participated in
16 extracurriculum sessions of teaching recovery techniques (TRT) and the controls received normal school-provided support. Participants
were 10- to 13-year-old Palestinian girls (49.4%) and boys (50.6%). Data on PTSS, depressive symptoms, and psychological distress
were collected at baseline (T1), postintervention (T2), and 6-month follow-up (T3). Peritraumatic dissociation was assessed only at
baseline. Regression analyses that took regression to the mean and cluster sampling into account were applied. The results on intervention
effectiveness were specific to gender and peritraumatic dissociation. At T2, the intervention significantly reduced the proportion of clinical
PTSS among boys, and both the symptom level (R2 = .24), and proportion of clinical PTSS among girls who had a low level of peritraumatic
dissociation. The results have implications for risk-specific tailoring of psychosocial interventions in war conditions.
War means threat to life and deep insecurity for children,
and can seriously harm their mental health and development if
help is not provided. Guidelines advocate creating a sense of
safety, and enhancing natural healing processes and supportive
networks among war-affected children (Inter-Agency Standing
Committee, 2007; National Child Traumatic Stress Network,
2005), and researchers emphasize the right of suffering children
to receive evidence-based psychosocial treatments (Ehntholt &
Yule, 2006; Jordans, Tol, Komproe, & de Jong, 2009). More re-
search is required on the effectiveness of the different ways
of helping children, whether through universal community-
based resilience building programs or targeted therapeutic
interventions.
Reviews on the intervention effectiveness of psychosocial
programs among war-affected children show modest reduc-
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tions in symptoms of posttraumatic stress disorder (PTSD),
depression, and anxiety, and the beneficial impacts are to
a great extent gender-specific (Jordans et al., 2009; Pelto-
nen & Punamäki, 2010; Persson & Rousseau, 2009). The
results are increasingly based on randomized controlled tri-
als (RCTs) among children exposed to war and terrorism. A
15-session manualized classroom-based intervention was im-
plemented among Indonesian (Tol et al., 2008) and Nepalese
(Jordans et al., 2010) children, who were first screened for
trauma exposure, symptoms, and functional impairments. The
intervention reduced posttraumatic stress symptoms (PTSS)
for girls and helped maintain hope for boys, but did not re-
duce depressive and anxiety symptoms in the whole Indone-
sian sample (n = 495). Moderate reduction was found in psy-
chological problems and aggression among boys, as was an
increase in prosocial behavior among girls in the Nepalese
sample (n = 325). A Ugandan study (n = 314) showed that
a 15-session interpersonal therapy (IPT) was effective in re-
ducing depression among girls (Bolton et al., 2007). Further,
a trauma and grief component therapy, involving 17–20 ses-
sions, was generally effective in reducing PTSD, depression,
and pathological grief among Bosnian adolescents (n = 127;
Layne et al., 2008). Israeli studies have also confirmed generally
beneficial intervention impacts. A resilience-focused school-
based, teacher-mediated prevention program (ERASE-Stress)
intervention was found significantly to decrease PTSS, func-
tional problems, and depressive and somatic symptoms among
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war-affected children (n = 114; Gelkopf & Berger, 2009); an-
other study (n = 142) showed that a trauma-focused, school-
based intervention reduced PTSD, somatic complaints, and anx-
iety (Berger, Pat-Herenczyk, & Gelkopf, 2007). Finally, one
study (n = 983) showed that an intervention, based on a man-
ualized coping-enhancement protocol, significantly decreased
children’s trauma-related symptoms soon after a major war
(Wolmer, Hamiel, Barchas, Slone, & Laor, 2011).
All these RCT studies tested impacts of different psychoso-
cial intervention programs, except two implementing the same
classroom-based intervention (Macy et al., 2003) among In-
donesian (Tol et al., 2008) and Nepalese (Jordans et al., 2010)
children. The intervention programs typically aimed at improv-
ing children’s coping with traumatic experiences and building
their resilience, shared similar cognitive–behavioral therapeu-
tic (CBT) tools and narrative, integrative and creative elements,
and provided psychoeducation in a playful manner. For in-
stance, the classroom-based intervention involves (a) coopera-
tive play, (b) expressive exercises of drama, dance, and music,
and (c) building of safety; the trauma and grief component
therapy (Layne et al., 2008) involves (d) coping skills training,
(e) emotion regulation, and (f) narrative reconstruction of
trauma. The aim of the ERASE-Stress intervention is to en-
hance empowerment and strength by incorporating skills train-
ing, meditative practices, and narrative techniques (Gelkopf &
Berger, 2009).
Except for Tol et al. (2010) and Wolmer et al. (2011), re-
search has not considered the moderating role of vulnerability
or protective factors that possibly can impact intervention ef-
fectiveness in war conditions. Peritraumatic dissociation means
losing the sense of time and space and experiencing depersonal-
ization, disorientation, and derealization at the time of the trau-
matic event. Peritraumatic dissociation is a risk factor for PTSD
both among adults (Boos, Ehlers, Maercker, & Schutzwohl,
1998; Breh & Seidler, 2007) and children (Schafer, Barkmann,
Riedesser, & Schulte-Markwort, 2006). We did not find inter-
vention studies considering peritraumatic dissociation among
traumatized children, but dissociation is found to interfere with
successful therapy outcomes among adults with anxiety disor-
ders (Michelson, June, Vives, Testa, & Marchione, 1998).
The teaching recovery techniques intervention (TRT; Smith,
Dyregrov, & Yule, 2000) aims at creating safety and feelings
of mastery, and incorporates trauma-related psychoeducation,
CBT methods, coping skills training, and creative-expressive el-
ements such as dream work and drawing. Families are involved
in children’s recovery through their homework such as train-
ing sleep hygiene and writing dream and emotion diaries. The
TRT has been found effective in reducing PTSS and depressive
symptoms among children traumatized in war (Ehntholt, Smith,
& Yule, 2005) and natural disasters (Giannopoulo, Dikaiakou,
& Yule, 2006). Ehntholt et al. (n = 26) found among refugee
children statistically significant, but clinically modest reduc-
tion in PTSS and depressive symptoms postintervention, but the
beneficial intervention impact was not sustained at follow-up.
The current study analyzes the effectiveness of the TRT inter-
vention aiming to improve child mental health after a major war
in the Middle East, and contributes to our knowledge about the
role of peritraumatic dissociation in the intervention. Our aims
were to examine intervention effects on children’s mental health
and their staying power at follow-up, and to analyze the role
of peritraumatic dissociation in moderating the intervention ef-
fect on PTSS. To indicate intervention effectiveness we applied
two criteria. There should be a significantly greater reduction
in PTSS, depressive, and psychological distress symptoms in
the intervention than in the control group from baseline (T1)
to postintervention (T2) and 6-month follow-up (T3). Also,
children in the intervention group should have a significantly
greater likelihood of showing nonclinical levels of PTSS, de-
pression, and distress at T2 and T3 than the control children.
Concerning the moderating role of peritraumatic dissociation,
we hypothesized that the intervention would be effective in re-
ducing symptoms and resulting in nonclinical scores among
children who showed low levels of peritraumatic dissociation.
Previous studies among war-affected children have found in-
consistent gender differences in intervention outcomes (for re-
views, Jordans et al., 2009, and Peltonen & Punamäki, 2010),
and we thus analyzed the intervention effectiveness by gender,
but did not have an expectation about the results.
Our choice of TRT was due to theoretical and practical con-
siderations. The intervention elements are evidence-based CBT
tools, including culturally appropriate creative and symbolic
methods. Due to the international boycott, Palestinian men-
tal health professionals had to provide interventions that were
available in the aftermath of the 2008/2009 war in Gaza.
Method
Participants
The participants were 482 Palestinian girls (49.4%) and boys
(50.6%) who were 10–13 years old (M = 11.29, SD = 0.68).
About a half (n = 242) participated in the intervention and the
remainder in a control waiting list group (n = 240). After a
6-month follow-up, the control group was provided the same
intervention for 1 month.
The sampling involved three phases. First, two regions (the
North Gaza and Gaza City) were selected, both having been
shelled during the 2008/2009 war in Gaza. In both regions, two
schools were randomly sampled from a list of schools provided
by the Ministry of Education. In the second phase, two girls’
and two boys’ classes were randomly sampled in each of the
four schools, resulting together in 16 classes of fifth- and sixth-
grade level students. In each of the four schools, there were
thus two boys’ and two girls’ classes chosen. In the third phase,
through cast lots, one of both genders’ classes was assigned to
the intervention group and the other to the waiting-list control
group.
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Study Procedure and Intervention
The baseline assessment (T1) of all participating children was
conducted in the last week of April 2009 by the first author
and six research assistants, who were master’s-level psychol-
ogy students. The Board of Directors of the Gaza Community
Mental Health program (GCMHP) approved the research. In-
formation sheets were sent to the parents explaining the purpose
of the study, and verbal consent for the target child’s partici-
pation was obtained. Children, families, teachers, and research
assistants were not aware of the intervention status of children
at the baseline.
The intervention was based on TRT with modifications to
suit a war situation, and usage of an Arabic-language manual
(Smith et al., 2000). In May, four psychologists ran the sessions
parallel in four groups of 15 children as an extracurricular ac-
tivity on school premises. In both the intervention and the con-
trol groups, children continued their normal school attendance.
The intervention lasted for 4 weeks, consisting of two weekly
2-hour sessions. Treatment fidelity was safeguarded by weekly
preparatory and supervisory meetings with the first author, who
also trained the counselors.
Measures
Peritraumatic dissociation. A modified eight (not 10)
item version of the Peritraumatic Dissociative Experiences
Questionnaire (Marmar, Weiss, Metzler, & Delucchi, 1996)
was used. The wording of the eight items were checked to
suit children; one item (“difficulty in making sense of what was
happening”) was added. Children were asked to recall the war
situation and to report their dissociation retrospectively (yes =
1; no = 0). A sum variable was constructed for T1; the value
of ! was .77.
Posttraumatic stress symptoms. The 13-item Children’s
Revised Impact of Event Scale, CRIES (Smith, Perrin, Dyre-
grov, & Yule, 2003), based on the Diagnostic and Statistical
Manual of Mental Disorders (4th ed., text rev.; DSM-IV-TR;
(American Psychiatric Association [APA], 2000), covers symp-
toms of reexperiencing (four items), avoidance (five items), and
hyperarousal (five items). Children indicated on a 4-point scale
how often they had had each symptom during the last 2 weeks
(0 = not at all, 1 = rarely, 3 = sometimes, 5 = often). The
total sum ranges from 0 to 65. The cutoff score of 30 has been
found to identify children with PTSD in two samples of 7-
to 18-year-old children and adolescents recruited from a child
traumatic stress clinic and an accident and emergency depart-
ment in London (Perrin, Meiser-Stedman, & Smith, 2005). The
! values were .61 for T1, .72 for T2, and .63 for T3.
Depressive symptoms. The Depression Self-Rating Scale
for Children by (Birleson, Hudson, Grey-Buchanan, & Wolff,
1987) is an 18-item self-report instrument assessing the cogni-
tive, affective, and behavioral dimensions of depression. Chil-
dren estimated on a 3-point scale whether they had had each
symptom during the last 2 weeks (0 = not at all, 1 = sometimes,
2 = all the time). Total scores range from 0 to 36. The cutoff
score of 15 has best distinguished those with and without clini-
cal depression in a sample of 8- to 14-year-old children referred
to a child psychiatry outpatient clinic in Edinburgh (Birleson
et al., 1987). The ! values were .69 for T1, .72 for T2, and .68
for T3.
Psychological distress. The Strengths and Difficulties
Scale (SDQ) by Goodman (1997) was used to assess emotional
and behavioral problems and hyperactivity. Each dimension
consists of five items, and participants evaluated on a 3-point
scale how well the description fitted them (0 = not at all, 1 =
somewhat, 2 = yes, fit well). A sum score of psychological dis-
tress was constructed, ranging from 0 to 30. The normal range
for the three dimensions plus a peer problems (total difficulties)
score is 0–15, which has included about 90% of children in var-
ious normative samples (Bourdon, Goodman, Rae, Simpson, &
Koretz, 2005; Smedje, Broman, Hetta, & von Knorring, 1999;
Woerner et al., 2002). Because we excluded the peer problems
scale from our score, we also subtracted the score for the highest
amount of normal peer problems (3; Bourdon et al., 2005) and
used the cutoff score of 12 to indicate significant psychological
distress. The ! values were .69 for T1, .72 for T2, and .67 for
T3.
Translation. All scales were available in Arabic: peritrau-
matic dissociation (Punamäki, Qouta, de Jong, Komproe, &
El-Masri, 2005), psychological distress (Thabet, Stretch, &
Wostanis, 2000), and both PTSS and depressive symptoms (see
Children and War Foundation, http://www.childrenandwar.org /
measures).
Data Analysis
Two criteria were used to indicate intervention effectiveness.
Compared to the control group and controlling for the base-
line level, the intervention group should have statistically sig-
nificantly less PTSS, depressive, and psychological distress
symptoms; and more cases below the cutoffs at T2 and T3.
A 95% confidence level was used as the criterion of statistical
significance in all analyses.
Regression analysis was used to estimate the effect of the
intervention on the levels of mental health symptoms after con-
trolling for the centered baseline values of the mental health
variables. This method accounts for regression to the mean (Bar-
nett, van der Pols, & Dobson, 2005). Each indication of mental
health problems (PTSS, depressive and psychological distress
symptoms) was regressed on the intervention as a dummy vari-
able (0 = no intervention, 1 = intervention) and on the corre-
sponding centered mental health variable at baseline.
Poisson regression with robust standard errors was used to
estimate the effect of the intervention on the proportion of
children having nonclinical symptom levels (Zou, 2004). The
dichotomy was regressed on the intervention as a dummy
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variable and the corresponding clinical cutoff dummy vari-
ables at baseline. Poisson regression produces estimates of rel-
ative risk that are easier to interpret correctly than odds ratios
produced by logistic regression (Knol, Duijnhoven, Grobbee,
Moons, & Groenwold, 2011). The method also estimates clini-
cal significance at the group level, and therefore produces more
precise estimates than the aggregation of individual-level clini-
cally and statistically significant changes (Hageman & Willem,
1999). Additionally, we applied the reliable change index (RCI)
to check that there was not any individual-level mental health
deterioration in the intervention group (Hsu, 1989).
The roles of gender and peritraumatic dissociation in mod-
erating the intervention effectiveness were examined by the "2
difference test (Satorra & Bentler, 1999). Peritraumatic dissoci-
ation was treated as three classes: low = the lowest 25% of the
sample; medium = from the lower to the upper quartile; high =
the highest 25% of the sample. The regression parameters were
either constrained to be the same across groups (2 in gender
and 3 in peritraumatic dissociation) or were estimated freely.
The groups were judged to have different parameter estimates
if the improvement in the fit from the constrained to the freely
estimated model was statistically significant.
The cluster sampling procedure resulted in nonindependence
of observations. Sample variation was smaller than if the same
number of participants were sampled individually through sim-
ple random sampling, which makes standard statistical tests
erroneously lenient. A form of Kish correction was used to
adjust the confidence intervals to achieve a more correct type
I error rate (Kish, 1965; Musca et al., 2011). The correction
consisted of multiplication of the standard errors of regression
weights by the design effect, [1 + ICCy " ICCx " (n#1)]0.5,
where ICCy and ICCx are intraclass correlation coefficients of
the mental health variables, y, and of the covariate or factor, x,
respectively, and n is the average number of children in a school
class (Ukoumunne et al., 1999). In our study, the average num-
ber of children in the 16 classes was about 30.
The regression models and the "2 difference tests for the
moderation hypotheses were run on Mplus 5.2 using full infor-
mation maximum likelihood estimation with robust standard
errors (Múthen & Múthen, 2007). The estimation method han-
dled missing data without excluding dropouts and adjusted the
standard errors for nonnormality in the variables. The fit of the
models was evaluated with a scaling-corrected "2 test (non-
significant at the 95% confidence level), comparative fit index
(CFI) > .90, and Root mean square error of approximation
<.06 (RMSEA: Múthen & Múthen, 2007). The Kish correction
to standard errors was calculated in Microsoft Excel (2007).
Results
Descriptive Statistics
The flowchart (Figure 1) illustrates that the planned eligible
sample was 500, but 18 children were lost due to absences
from school. There were no refusals or dropouts between T1
and T2 because the assessments took place during the same
semester. There were 78 (16.2%) dropouts between T2 and
T3 due to children’s absence or change of schools. The attri-
tion was independent of group status, child age, father/mother’s
education and work, refugee/citizen status, and school region.
Yet, boys were overrepresented among dropouts (22.5%) com-
pared to girls (9.2%), "2 (1, N = 482) = 15.69, p < .001.
Dropout was not associated with the baseline mental health
(PTSS, depressive and psychological distress symptoms), but
high peritraumatic dissociation was marginally associated with
dropout, t(480) = 1.76, p = .08.
Due to randomization, there were no significant differences
between the intervention and control groups in demographic
variables (father’s and mother’s profession and education, place
of residence). Almost a half (47% and 49%) of fathers were
unemployed, which corresponds with general statistics in the
Gaza Strip during the international siege and economic block-
ade (United Nations Office for the Coordination of Humani-
tarian Affairs Occupied Palestinian Territory, 2009). The pro-
portion of mothers working at home was high (92% and 94%),
which is slightly higher than in general statistics. Fathers’ uni-
versity education was high (24% and 25%), and substantially
higher than their wives’ (8%), which corresponds with general
statistics (World Bank, 2006).
Baseline group comparison revealed that despite randomiza-
tion, the mean PTSS was significantly higher in the interven-
tion (M = 32.78, SD = 9.59) than in the control (M = 27.79,
SD = 10.63) group, t(482) = 3.99, p = .03. The rate of clinically
significant PTSS was 64% in the intervention and 43% in the
control group. The groups did not differ in depressive and psy-
chological distress symptoms or in peritraumatic dissociation
at baseline.
Intervention Effects on Children’s Mental Health
The "2 difference test showed that boys and girls had different
regression parameter estimates in PTSS at T2 (p = .03) and T3
(p = .001), but not in other mental health outcomes. Table 1
summarizes the means, standard deviations, and clinical cutoffs
of PTSS, depressive, and psychological distress symptoms for
girls and boys. Table 2 presents the results from regression
analyses separately for girls and boys for PTSS and together for
depressive and psychological distress symptoms. All regression
models had a good fit (the "2 tests were nonsignificant at the
5% level, CFI ranged from .95 to 1.00, and the RMSEA from
.00 to .06).
A significant intervention effect was found for boys in the
PTSS clinical cutoff score, indicating that the intervention
increased the proportion of nonclinical PTSS scores at T2
only among boys, as indicated by the significant relative risk
(RR). The intervention was not effective for boys, however, if
considering simultaneously both criteria, i.e., an intervention
group having significantly less symptoms and higher propor-
tion of nonclinical symptom scores than controls. Unexpect-
edly, the intervention decreased the portion of children with a
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Enrollment 
Assessed for eligibility (n = 500) 
Excluded (n = 18) 
! Not meeting inclusion criteria (n = 0) 
! Declined to participate (n = 10) 
! Other reasons (n = 8) 
Randomized (n = 482) 
Allocation 
Allocated to waiting list (n = 240) 
! Reported (n = 240)
! Did not report (n = 0)
Allocated to intervention (n = 242) 
! Received allocated intervention (n = 242)
! Did not receive allocated intervention (n = 0)
Postintervention 
Lost to follow-up (n = 0) Lost to follow-up (n = 0) 
Discontinued intervention ( Discontinued intervention (n = 0) n = 0) 
Follow-Up 
Lost to follow-up (n = 43) due to school 
changes, absence of school 
Lost to follow-up (n = 35) due to school 
changes, absence of school  
Analysis 
Analyzed in postintervention (n = 242) 
Analyzed in follow-up (n = 207) 
Analyzed in postintervention (n = 240) 
Analyzed in follow-up (n = 197) 
Figure 1. Flowchart of the sample.
nonclinical level of psychological distress at T2. According to
reliable change index analyses, 2% of the the control group
deteriorated in PTSS from T1 to T2, whereas there was no
deterioration in the intervention group.
The "2 difference test showed that the low, medium, and
high classes of peritraumatic dissociation had different pa-
rameter estimates of the intervention effects on PTSS at T2
and T3 among girls and boys (p values $ .001). Table 3
presents the group means at all assessment points in the three
peritraumatic dissociation classes and according to gender.
Table 4 presents the estimates of the two intervention effective-
ness criteria. Based on the first criterion, the intervention had
a significant effect on PTSS among girls in the low peritrau-
matic dissociation group. As illustrated in Figure 2, girls with
a low level of peritraumatic dissociation showed significantly
less PTSS at T2 in the intervention than in the control group,
whereas no intervention effect was found among girls with a
medium or high level of peritraumatic dissociation. Similarly,
the results based on the second effectiveness criterion revealed
that the intervention increased the proportion of nonclinical
PTSS at T2 among girls with a low level of peritraumatic dis-
sociation. Thus, the intervention met both effectiveness criteria
concerning PTSS at T2 in a subgroup of girls with a low level
of peritraumatic dissociation.
Discussion
The intervention given to children after a major war showed
gender- and risk-specific effectiveness. The intervention re-
duced the proportion of clinically significant PTSS only
among boys at postintervention. Girls, in turn, benefited
from the intervention if they showed low peritraumatic dis-
sociation, the effectiveness indicated by significant reduc-
tions in both symptoms and in the proportion of clinically
significant PTSS. Limitations of the study include single-
source and subjective reporting of children’s mental health.









Outcome Variable Means, Standard Deviations, and Frequencies and Proportions Above Clinical Cutoff
Girls Boys
T1 T2 T3 T1 T2 T3
Variable n M or Freq SD or % n M or Freq SD or % n M or Freq SD or % n M or Freq SD or % n M or Freq SD or % n M or Freq SD or %
Intervention group
PTSS 120 33.5 8.5 120 27.3 11.7 111 27.0 10.3 122 32.1 10.6 122 24.6 10.3 96 21.1 8.2
Dep 120 13.2 4.6 120 14.3 5.7 111 13.6 5.0 121 12.2 4.6 122 13.2 5.2 96 14.3 4.8
Distress 120 9.9 4.7 120 8.7 4.5 111 8.9 4.2 122 9.3 5.1 122 9.5 4.9 96 11.0 5.0
PTSS + 120 83 69 120 43 36 111 45 41 122 71 58 122 27 22 96 17 18
Dep + 120 49 41 120 54 45 111 48 43 121 37 31 122 54 44 96 48 50
Distress + 120 37 31 120 33 28 32 29 122 35 29 122 37 30 96 45 47
Control group
PTSS 120 26.9 10.4 120 28.2 12.2 107 26.9 9.5 120 28.6 10.8 120 26.6 10.9 90 24.5 8.7
Dep 120 12.0 4.6 120 13.3 4.4 107 13.2 4.9 120 12.7 4.8 120 13.5 5.8 90 13.7 5.1
Distress 120 8.4 3.9 120 7.0 3.9 107 8.6 3.9 120 10.8 4.7 120 8.8 4.4 90 10.6 4.5
PTSS + 120 49 41 120 50 42 107 37 35 120 55 46 120 46 38 90 19 21
Dep + 120 35 29 120 50 42 107 39 36 120 38 32 120 53 44 90 42 47
Distress + 120 30 25 120 11 9 107 24 22 120 48 40 120 27 23 90 41 46



















Regression Analysis Results of Intervention Effects on Outcome Variables
Intervention effect
Intervention Mental health T1 on the clinical cutoff a
Variable B 95% CI B 95% CI R2 RR 95% CI
PTSS T2
Girls #3.47 [#8.27, 1.33] 0.39 [0.23, 0.55] .10 1.38 [0.93, 2.04]
Boys #2.81 [#6.83, 1.22] 0.23 [0.07, 0.38] .06 1.81 [1.10, 2.97]&
PTSS T3
Girls #1.53 [#5.61, 2.54] 0.25 [0.10, 0.40] .06 0.98 [0.63, 1.54]
Boys #3.62 [#7.60, 0.35] 0.05 [#0.06, 0.16] .04 1.20 [0.56, 2.56]
Depression T2 0.19 [#1.16, 1.54] 0.44 [0.34, 0.54] .15 1.01 [0.72, 1.40]
Depression T3 0.34 [#1.10, 1.77] 0.32 [0.22, 0.42] .09 1.06 [0.95, 1.18]
Distress T2 1.18 [#0.17, 2.52] 0.35 [0.25, 0.45] .15 0.53 [0.33, 0.83]&
Distress T3 0.23 [#1.22, 1.68] 0.36 [0.26, 0.46] .15 0.88 [0.56, 1.39]
Note. CI = confidence interval; PTSS = posttraumatic stress symptoms; T1 = baseline; T2 = postintervention; T3 = 6-month follow-up; mental health T1 = variable’s baseline covariate; RR = relative risk.
aThe relative risks were calculated from Poisson regression and they indicate the likelihood of the participants in the intervention group to have the symptom level below the clinical cutoff relative to the































































































































































































































































































































































































































































































































































PTSS Means, Standard Deviations, and Frequencies and Proportions Above Cutoff by Level of Peritraumatic Dissociation
Girls Boys
T1 T2 T3 T1 T2 T3
Variable n M or Freq SD or % n M or Freq SD or % n M or Freq SD or % n M or Freq SD or % n M or Freq SD or % n M or Freq SD or %
Intervention group
Low PD 32 31.6 8.6 32 20.4 9.5 30 23.5 9.1 28 30.5 11.3 28 23.6 11.2 23 20.3 10.5
Med PD 39 32.9 6.4 39 27.6 9.7 35 27.6 10.2 45 32.0 9.4 45 25.2 10.0 38 20.4 8.3
High PD 49 35.1 9.6 49 31.4 12.4 46 28.8 10.8 49 33.1 11.2 49 24.6 10.3 35 22.4 6.0
PTSS +
Low PD 32 20 63 32 3 9 30 7 23 28 14 50 28 7 25 23 5 22
Med PD 39 26 67 39 14 36 35 16 46 45 26 58 45 9 20 38 7 18
High PD 49 37 76 49 26 53 46 22 78 49 31 63 49 11 22 35 5 14
Control group
Low PD 36 20.9 10.4 36 23.6 11.7 34 23.8 9.8 27 22.9 9.6 27 20.6 9.9 22 21.6 8.8
Med PD 58 28.2 9.3 58 28.5 12.4 48 27.0 9.2 52 28.8 9.6 52 27.0 10.1 42 23.3 7.0
High PD 26 32.5 9.0 26 33.9 10.3 25 30.9 8.5 41 31.2 11.6 41 30.1 11.2 46 29.0 9.9
PTSS +
Low PD 36 9 25 36 14 39 34 8 24 27 5 19 27 5 19 22 5 23
Med PD 58 24 41 58 20 34 48 15 31 52 24 46 52 22 42 42 4 10
High PD 26 16 62 26 16 62 25 14 56 41 26 63 41 19 46 46 10 38
Note. Freq = Frequency; PD = peritraumatic distress; PTSS = posttraumatic stress symptoms; Dep = depression. Clinical cutoff for PTSS = %30. Low PD = children <25th percentile of peritraumatic



















Regression Analysis Results of Intervention Effects on PTSS Moderated by Gender and Peritraumatic Dissociation
Intervention effect on the
Intervention PTSS T1 clinical cutoffa
Variable B 95% CI B 95% CI R2 RR 95% CI
Girls
Low PD
PTSS T2 #8.78 [#16.80, #0.75]& 0.53 [0.28, 0.77] .24 5.96 [1.55, 22.86]&
PTSS T3 #4.51 [#12.00, 2.98] 0.43 [ 0.20, 0.67] .19 0.98 [0.30, 3.21]
Med PD
PTSS T2 #1.99 [#9.12, 5.14] 0.23 [#0.01, 0.46] .03 1.19 [0.35, 4.00]
PTSS T3 0.05 [#0.15, 0.24] 0.03 [#0.21, 0.26] .00 0.82 [0.39, 1.70]
High PD
PTSS T2 #2.88 [#11.30, 5.55] 0.17 [#0.16, 0.50] .03 1.21 [0.73, 2.01]
PTSS T3 #2.40 [#9.51, 4.71] 0.15 [#0.15, 0.45] .03 1.24 [0.70, 2.21]
Boys
Low PD
PTSS T2 0.95 [#7.47, 9.37] 0.27 [0.01, 0.53] .09 0.37 [0.11, 1.24]
PTSS T3 #3.15 [#12.72, 6.49] 0.24 [#0.08, 0.56] .07 1.35 [0.31, 5.88]
Med PD
PTSS T2 #2.52 [#8.44, 3.39] 0.23 [#0.01, 0.46] .06 2.10 [0.91, 4.85]
PTSS T3 #3.07 [#8.68, 2.54] 0.05 [#0.08, 0.17] .04 0.50 [0.11, 2.19]
High PD
PTSS T2 #5.58 [#12.61, 1.45] 0.10 [#0.10, 0.31] .07 2.06 [0.95, 4.46]
PTSS T3 #6.44 [#13.15, 0.26] #0.13 [#0.30, 0.04] .18 2.66 [0.81, 8.74]
Note. PTSS = Posttraumatic stress symptoms; CI = confidence interval; T1 = baseline; T2 = postintervention; T3 = 6-month follow-up; RR = relative risk; Med = medium.
aThe relative risks (RR) were calculated from Poisson regression and they indicate the likelihood of the participants in the intervention group to have the symptom level below the clinical cutoff relative to
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Figure 2. Intervention effect on posttraumatic stress symptoms (PTSS) measured by Children’s Revised Impact of Event Scale (CRIES) among girls according to
high and low quartiles of peritraumatic dissociation (PD). Error bars represent standard errors of the mean adjusted for design effects.
wounded in 23 days; the destruction of neighborhoods, schools,
and infrastructure was comprehensive (Palestinian Centre for
Human Rights, 2009; United Nations, 2009). Our results reveal
that the psychosocial intervention was not able to combat the
losses and adversities in all children. Similarly, a CBT-based
intervention was unable to decrease PTSD and depression in
the midst of military violence in Gaza (Thabet, Vostanis, &
Karim, 2005), although interventions enhancing cultural ac-
tivities reduced children’s symptoms during relatively calmer
times (Loughry et al., 2006). Thus, there are still unresolved
questions concerning the best ways to help children in the ex-
treme dangers of war.
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